Pyrexia may follow any heart operation, especially an open operation, and in fact is invariably present for a number of days during the first one to two weeks. When fever persists or returns later, the possibility of numerous complicating conditions arises. If other conditions can be excluded, two particular diagnoses need to be considered; a pleuro-pericardial reaction (post-valvotomy syndrome) or bacterial endocarditis.
We have observed a further cause of continuing disturbance apparently due to a virus infection transmitted by blood transfusion. This takes the form of pyrexia developing just before or after the twenty-fifth post-operative day, i.e., at about the usual time for discharge from hospital. It occurs after a variety of operations, both open or closed, involving transfusion of widely differing amounts of blood (Table I) .
In most cases the usual post-operative pyrexia had settled, and the later rise was sudden and disconcerting. The first patient in whom the condition This case history is typical of the condition noted in the other 10 patients.
DISCUSSION
The initial diagnosis attached to this condition was that of infectious mononucleosis. Dr. Waterfield was adamant in his interpretation of the blood pictures in spite of repeatedly negative sheep-cell agglutination tests (Paul-Bunnell) except in the case just described in which it was positive at a dilution of 1: 32, which is not necessarily significant. He maintains that the blood picture is a response to virus infection, although not necessarily specific for infectious mononucleosis.
As far as can be ascertained, no such condition has been described in this country, although a similar condition has been described in the United States. Wheeler, Turner, and Scannell (1962) describe six cases out of 50 opsn-heart operations that were succeeded by fever, splenomegaly, and atypical lymphocytes in the peripheral blood smear. Kreel, Zaroff, Canter, Krasna, and Baronofsky (1960) describe six cases in a study of the post-operative reactions to 20 open-heart procedures. They noted the presence of atypical mononuclear cells of the 'viral type' in the peripheral blood. In one case they found positive serological evidence to label it infectious mononucleosis. Hoagland (1960) , however, points out that it is incorrect to make a diagnosis of infectious mononucleosis without clinical, haematological, and serological agreement. He suggests that there are many virus infections that may simulate this condition, and confusion between them probably accounts for the concept that infectious mononucleosis is of 'protean nature. ' That the condition described is viral in origin appears to be acceptable as at no time has any causative organism been cultured. It seems reasonable to suppose that it is transmitted by blood transfusion for it has not been observed following major general operations in which smaller amounts of blood have been transfused.
The demonstration of the transmission of infectious mononucleosis has always presented problems. Wising (1942) was able to demonstrate the condition in one out of five volunteers treated with intravenous heparinized plasma taken from infected patients. He was also able to demonstrate transmission of the disease to experimental animals by injection of lymph node extracts from infected humans. Markham (1957) , however, Pyrexia after heart surgery due to virus infection transmitted by blood transfusion describes a patient who presented with florid infectious mononucleosis seven days after giving one pint of blood. The recipient was examined subsequently but no evidence of the disease was found.
The incubation period of the condition described appears fairly constant, e.g., 25 to 28 days, but this does not compare with Paul's statement (1959) that the incubation period for infectious mononucleosis is five to 10 days. Hoagland (1955) , on the other hand, states that it is longer, namely, 30 to 49 days.
One other virus disease which should be considered is infectious hepatitis, which produces a similar picture and whose haematological changes are easily confused, particularly in respect of the 'viral cells.' Although no chemical tests of hepatic function were performed on these patients, no clinical jaundice was seen during the course of the disturbance. Most of the open-heart operations are followed by a transient phase of jaundice which is due to haemolysis of red blood cells. This jaundice occurs, however, during the first two or three post-operative days.
It is interesting to note that of the 11 patients described here, three were submitted to operations without the use of extracorporeal apparatus. The machine used in the open-heart cases was a modified Kay-Cross disc oxygenator (Molloy and Lindfield, 1961) . This rules out the view that this is a complication purely associated with the use of pump oxygenators.
As stated earlier, bacterial endocarditis must always be excluded, but repeated blood cultures in all cases were negative and the pyrexia resolved without treatment. Differentiation from the pleuropericardial reaction has been discussed earlier.
The possibility of an immune reaction should also be considered, particularly as the operations in cases 1 and 11 entailed the insertion of aortic homografts.
The immunological reactions to these grafts are being investigated. 
